• Weight (kg) • Hospital Chart Number
Hospital Province 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Wait Time Information
Referral Date (New Patients Only) Y Y Y Y M M D D Date of First Consult (New Patients Only) Y Y Y Y M M D D Date of Decision for Surgery (All Patients) Y Y Y Y M M D D
Please Complete This Form by Checking (√) the Appropriate Box(es)
If bilateral, complete ONE form PER SIDE
Side (Location)
